| INTRODUCTION
Preoperative assessment and patient risk stratification allow for the anticipation and possible preemption of adverse outcomes. However, data for pediatric, elective skin, and soft tissue surgery, namely excision of benign lesions, do not exist. Prior studies evaluating perioperative outcomes following similar surgeries (tonsillectomy, polydactyly, and upper extremity fracture reduction) have found complication and readmission rates of 0.7%-7.8% and 0.3%-2.8%, respectively. [1] [2] [3] [4] Given that excisions of benign lesions have less surgical trespass (eg, no bony trauma (polydactyly and fracture surgery) or transection of highly vascular planes (tonsillectomy)), a lower complication rate might be expected. However, if there is a group of patients at higher risk for complication following this surgery, the identification of those risk factors would be important in order to attempt to prevent such adverse events.
Low-risk ambulatory procedures continue to rise in frequency and are now the most common procedure type, composing 61.6% of all surgeries in the United States. 5 The Centers for Medicare and
Medicaid services has also started to incentivize hospitals to reduce readmission for certain surgical procedures (eg, knee replacement),
and it is expected that the project will expand to other types of surgeries in the coming years. 6 By potentially identifying high-risk pediatric patients undergoing excision of benign lesions, the clinician can utilize specific interventions to minimize and/or prevent poor outcomes in these commonly performed surgical procedures.
The primary objective of the current investigation was to identify the incidence of 30-day postsurgical complications in pediatric patients undergoing low-risk excision of a benign lesion. Based on a previous definition by Donati et al, these procedures were considered low risk as they involved only the skin and soft tissues with an expected blood loss less than 10% estimated blood volume. 7 We also sought to identify the independent risk factors for these complications. We hypothesize that despite its elective, minimally invasive nature, the excision of a benign lesion procedure type will have higher postoperative risk for those patients with complex comorbidities. We also sought to identify independent risk factors for 30-day readmission, hypothesizing that patient comorbidity and postoperative complications would increase risk for this outcome.
| MATERIALS AND METHODS

| Patients and data collection
This is a retrospective analysis of prospectively collected data and to increase not only cost but also patient morbidity across multiple surgical procedures in adults. 9 The secondary outcome of interest was unplanned readmission within 30 days. The different postoperative complications collected by NSQIP-P are listed in Data S1.
| Statistical analysis
Univariable analyses were individually performed on preoperative characteristics and comorbidities in order to identify any associations with postoperative complications or readmission. These variables included age, gender, race, ethnicity, surgical specialty, ASA physical status classification, neonatal status at the time of surgery, and premature birth. Also included were nutritional deficiency, cardiac disease, pulmonary disease, hematologic disease, neurologic disease, malignancy, contaminated wound, and depressed immunity, which were composite variables, defined by the authors, whose definitions are listed in Data S1. All patient characteristics were compared using Student t-test for continuous variables and Pearson chi-square for categorical variables.
To identify independent predictors for postoperative complication and readmission, multivariable logistic regression models were created. Age was entered as a continuous variable. ASA classification 3 and 4 were combined as one variable-there were no ASA classification 5 patients in this analysis. This variable was compared against ASA classification 1 and 2. Collinearity diagnostics and Spearman correlation matrix were performed for all variables entered into the models. A variance inflation factor greater than or equal to 10 and a tolerance limit less than 0.1 excluded a variable from the regression model. Any variable with a P value <0.05 and an adjusted odds ratio <0.8 or>1.2 was deemed an independent predictor. Backward selection was used with a model entry criterion of 0.10 and Akaike information criterion for all logistic regression models. All analyses were performed using SAS version 9.3 (SAS Institute, Cary, NC, USA).
| RESULTS
| Postoperative complications
A total of 6730 pediatric patients underwent a procedure of the skin and soft tissue and were included in the final analysis. Figure 1 describes the inclusion process for the study. The 10 most common postoperative diagnoses are listed in Table S3 . A total of 170 postoperative complications occurred among 152 (2.23%) patients. 
| Thirty-day readmissions
There was a total of 41 (0.61%) unplanned readmissions. The variables listed in Table S4 with P values <0. Also of note, readmission risk is not calculated. Furthermore, the calculator only allows analysis of one specific Current Procedural Terminology code, whereas our study has analyzed the group of Current Procedural Terminology codes for the excision of a benign lesion, allowing for general applicability to patients undergoing this procedure type. This procedure type was selected for our analysis because they are expected to have minimal to no blood loss along with a minimal surgical stress response. Our cohort did indeed experience a lower complication rate than higher risk procedure types, such as appendectomy (13.6%) 11 and ventriculoperitoneal shunt (13.5%). 12 However, our analysis allows clinical practitioners to tailor informed consent and preemptively manage those patients that are at high risk (eg, ASA classification of three or greater and nutritional deficiency). For example, based on our findings, those patients with severe systemic disease might be advised not to have their excision done at an outpatient surgery center owing to the possibility for postoperative mechanical ventilation. While inter-rater reliability of ASA classification has largely been found to be fair to moderate, 13 one recent study found poor inter-rater agreement among cancer patients, perhaps owing to the upgrading of ASA two patients to ASA 3 due to those patients' cancer diagnoses. 14 Whether the clinician is willing to change the management of 36 patients for the preemption of these complications will need to be based on what is considered an acceptable risk profile, the costs incurred or saved, and the family's wishes.
The majority of complications were wound-related, being either SSI or wound dehiscence. SSI accounts for $3.5-$10 billion annually in healthcare expenditures but fortunately, up to 60% of SSIs have been estimated to be preventable using evidence-based guidelines. 16 Several proven methods of decreasing SSI directly involve the anesthesiologist, and include: preoperative 17 and intraoperative warming, 18 optimizing tissue oxygenation using supplemental oxygen following intraoperative mechanical ventilation, 19 and administering appropriate intraoperative antibiotic prophylaxis. 20 Respiratory failure (postoperative mechanical ventilation and reintubation) were also adverse events that comprised much of the cohort's complication types. Measures to reduce this risk in pediatric patients include chest physiotherapy which improves oxygenation and pulmonary function 21 and noninvasive ventilation, which has been extensively shown to prevent intubation in the setting of respiratory distress/ failure. 22 In adults at high risk for postoperative pulmonary complications, a low intraoperative tidal volume strategy led to fewer respiratory failure events. 23 Whether this strategy would work in the pediatric population remains a promising area for study. Our identification of those at increased risk for postoperative complications can allow the anesthesiologist to ensure that these patients are operated on in the appropriate setting and receive targeted therapies to prevent potential adverse events.
Another important finding of the current investigation was the detection of wound and pulmonary complications as independent factors associated with unanticipated readmissions in this patient population. Our readmission rate of 0.6% is on the lower end of that reported in the pediatric literature (0. secondary to the low-risk nature of the examined procedures. Univariable analysis showed ASA classification and specific comorbidities were significant contributors to readmission (Table S4) . This finding is similar to a prior study, which found that ASA classification and patient comorbidity such as cardiac, pulmonary, and nutritional deficiency imparted increased adjusted readmission risk, suggesting that baseline patient characteristics predispose to readmission, regardless of procedure type. 25 Further supporting this idea is the fact that 48.8% of our readmissions was unrelated to the principal operation (Tables S5 and S6 ). However, upon multivariable analysis, we found that patients with a postoperative complication during their index surgical admission were ultimately at a greater risk for readmission, also echoing prior studies. 
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